W hile I was on the treadmill this morning, a recurring thought came to mind: Just who is a surgeon? This is not an idle question, but one that has serious ramifications for our specialty of cosmetic surgery. Yesterday I read a summary of the political assault on maxillofacial surgeons, which is probably the reason this recurring thought came to mind.
I have been performing liposuction since 1983 and other cosmetic procedures since long before that. The only infection I can remember among my patients is 1 case of gram-negative panniculitis that followed a Webster face-lift with liposuction of the melolabial mounds. The infection was undoubtedly related to the nasal-sill incision. Repeated studies have shown the safety of my specialty of dermatology in performing liposuction; yet, our detractors ridicule us as not being surgeons.
Plain and simple, a surgeon operates. I complete more than 200 surgical procedures a month. Am I a surgeon? What about a cardiologist or psychiatrist who has performed more than 10000 hair restoration procedures? Is he a surgeon? Or an emergency physician who has performed well in excess of 10000 cosmetic procedures from scalp to ankles: Is he a surgeon? ABMS or ACGME definitions of training in surgery are I benchmark of who a surgeon is, but they are not the only valid standards, and organized medicine, state boards of medicine, and the general public should not exclusively accept them.
It is true that my fellow dermatologists and I have not spent 4 or more years in a training program doing belly surgery and trauma surgery, nor have we had to be on call every 2 or 3 nights getting little or no sleep. "You have not taken care of surgical patients who are very sick, nor have you had to manage difficult fluidresuscitation cases, let alone the possible complications of your cosmetic procedures," say our detractors. In retort I would counter, "Yes, but I have not had any of those serious sequelae or complications, and it is, by our well-established record, highly unlikely that I will see them. But I am trained to recognize the complications and to make appropriate referrals as necessary." That is exactly what we all do. Does the general plastic surgeon or otolaryngologist perform brain surgery after a cerebrospinal fluid leak following rhinoplasty? Or do they perform an angioplasty if a patient has a myocardial infarction while under their care? I don't think so.
How about state legislation requiring a dermatology consultation before another specialist removes a skin lesion? "Ridiculous!" you say. But how many large, benign skin lesions have been excised that a dermatologist would just have frozen or shaved off, or quite possibly not found it necessary to remove at all? The public is "harmed" many thousands of times a year in just this way.
Fomented by the general plastic surgeons under the guise of patient safety, state legislatures and medical boards are now going after single-degree maxillofacial surgeons who perform cosmetic surgery. They say that such surgeons should not operate outside the confines of the oral cavity. But they are oral and maxillofacial surgeons. Don't the bureaucrats understand the meaning of "facial?" Surely they know that these surgeons operate on the facial skeleton and overlying soft tissues and, for example, at many hospitals, they may be the only surgeons who are qualified to treat facial fractures. And many, if not most of them, are trained during their surgery residency to do rhinoplasty and other facial cosmetic procedures.
If we are to be denigrated as not being surgeons, one better examine the record of what so-called "real" surgeons do. Of the now-famous 5 liposuction deaths reported in the New England Journal of Medicine, 4 were at the hands of general plastic surgeons and 1 occurred under the care of a general surgeon. I Compared with the liposuction mortality rate of 1:5000 for general plastic surgeons." the dermatologists' record is nearly spotless.v'
And is it not interesting that the title of the paper from the general plastic surgeons on fatalities in liposuction claims to be a survey of cosmetic surgeons and yet only general plastic surgeons were surveyed'F That is arrogance and puffery hardly surpassed by the politicians this election season. But the paper does reference 6 works from dermatologists as well as the American Academy of Cosmetic Surgery 1996 national statistics.
Maxillofacial surgeons make up the largest fraction of the membership of the American Academy of Cosmetic Surgery. Together with dermatologists, we constitute more than 51 % of the Academy's membership. All of us cosmetic surgeons must stay together for the betterment of the field of cosmetic surgery. Our American Academy of Cosmetic Surgery (AACS) welcomes all physicians interested in cosmetic surgery.
The American Journal of Cosmetic Surgery Vol. 17, No. 1, 2000 We should learn from our history. As was so appropriately said at the time our forefathers decided to de-c~are independencs from King George III, after heated discussion, 1 member implored the group to "hang together." Benjamin Franklin then immediately quipped that we must all hang together, for if we do not, most surely we will hang separately.
And so it is. Hang together.
